Underserved couples (e.g., racial minorities or low-income populations) are at higher risk for relationship distress and dissolution. Although there have been large-scale efforts to improve relationships for underserved couples, these programs have resulted in high attrition and minimal effectiveness. The OurRelationship program is a brief web-based program with demonstrated efficacy in attracting, retaining, and improving relationship functioning (e.g., satisfaction) and individual functioning (e.g., depression, anxiety, and perceived health; Doss et al., 2016) . In a sample of 300 couples, the present study demonstrated that outcomes for traditionally underserved couples were generally equivalent to those of nonunderserved couples. Exceptions were found among Hispanic couples, who reported larger gains in perceived health (d ϭ 0.61) and rural couples, who reported smaller improvements in relationship positives (d ϭ Ϫ0.06). However, Hispanic and low-income couples were less likely to complete the OurRelationship program despite experiencing equivalent (or superior) improvements and equal levels of satisfaction with the program. Overall, this study shows that a web-based, relationship-focused intervention may be an important avenue for improving relationship and individual functioning domains for underserved couples, though efforts to improve retention are warranted.
tions, higher lifetime prevalence rates of intimate partner violence (IPV) are reported compared with couples in urban residences (Breiding, Ziembroski, & Black, 2009 ).
In-Person Relationship Interventions for Underserved Couples
In the United States, there are two primary sources of relationship intervention-couple therapy (a tertiary intervention) and relationship education (a primary intervention, often in the form of premarital education). Recently, secondary interventions for couples-which intervene with couples who are at elevated risk for, or have already developed, relationship problems-have been developed and tested. In the following text, we review the reach and effectiveness of these three types of interventions for underserved couples.
Couple Therapy
Fortunately, efforts to improve relationship functioning through traditional, in-person couple therapy are effective; meta-analyses demonstrate medium-sized effects on global relationship measures (Shadish & Baldwin, 2005) , which are generally maintained years following high-quality couple therapy (Christensen, Atkins, Yi, Baucom, & George, 2006 ). An important limitation of previous research on couple therapy is that studies have not generally included representative numbers of ethnic and racial minority couples. However, two studies have included sufficient numbers of minority couples to determine if effects generalize to these underrepresented groups. First, in a randomized clinical trial of traditional and integrative behavioral couple therapy (IBCT), 21% of husbands and 24% of wives were non-Caucasian (Christensen et al., 2004) . No differences in gains in relationship satisfaction were found between Caucasians and ethnic minorities 5 years post treatment (Yi, 2007) . Second, in a study of treatment-as-usual couple therapy in Veteran's Administration Medical Centers (Doss et al., 2012) , 22% of men and 19% of women were African American, and 6% of men and 10% of women identified as Hispanic. Though 62% percent of couples terminated treatment prematurely as rated by therapist reports (Doss, Hsueh, & Carhart, 2011) , retention rates were consistent across minority groups. Further, though outcomes were generally consistent across race and ethnicity, African American couples showed significantly greater improvement in relationship satisfaction compared with non-Hispanic White couples (2012) .
Despite its efficacy, couple therapy is underutilized by couples. Indeed, only 19% of intact couples seek couple therapy (Johnson et al., 2002) despite estimates that more than one-third of current relationships are distressed (Whisman et al., 2008) . Furthermore, fewer than 40% of couples seek couple therapy before divorce (Johnson et al., 2002) . Unfortunately, the couples that are at highest risk for distress or divorce are least likely to seek psychological services (Karney, Kreitz, & Sweeney, 2004) . Indeed, African Americans are less likely to access mental health services (Cook, McGuire, & Miranda, 2007) or couple therapy (BoydFranklin, 2003) . A similar disparity exists in the number of Hispanic individuals receiving mental health services (De Luca, Blosnich, Hentschel, King, & Amen, 2016) . Further, lowincome and rural couples are less likely to seek couple therapy before separation compared with couples with higher household incomes and those residing in urban settings (Johnson et al., 2002) . Thus, despite demonstrated efficacy of couple therapy, the impact on the general public will be minimal unless the number of couples receiving these interventions dramatically increases (Halford, Markman, Kling, & Stanley, 2003) .
Relationship Education
In the United States, the second major type of relationship intervention couples receive is relationship education (RE)-often, but not always, in the form of premarital education. Meta-analytic reviews of efficacy trials of RE programs demonstrated these programs yield significant, yet small, improvements in relationship quality and communication skills (Cohen's d ϭ 0.30 -0.45; Hawkins, Blanchard, Baldwin, & Fawcett, 2008) . Further, there is research to suggest that RE education, specifically the Prevention and Relationship Enhancement Program, significantly improves relationships of the low-income and racial/ethnic minority community (Owen, Quirk, Bergen, Inch, & France, 2012) and military (Stanley et al., 2014) couples in efficacy studies.
However, meta-analytic reviews of effectiveness trials of RE interventions have suggested smaller effects. Results from these trials demonstrate statistically significant improvements, though effect sizes are in the "trivial" range (Cohen's d ϭ .061) among low-income couples (Hawkins & Erickson, 2015) . Indeed, the two largest effectiveness trials of RE-the Building Strong Families project (BSF; Wood, Moore, Clarkwest, Killewald, & Monahan, 2012) and the Supporting Healthy Marriage program (Lundquist et al., 2014) -were successful in enrolling underserved couples. However, completion of the programs was poor-only 55% of BSF couples attended even a single group session (Wood et al., 2012) , and only 60% of SHM couples participated in 80% or more of the services offered (Lundquist et al., 2014) . Further, BSF failed to significantly improve relationship quality, support, affection, communication, or stability, and although SHM lead to significant improvements in a few relationship functioning domains, effect sizes were again in the "trivial" range (e.g., relationship happiness: Cohen's d ϭ 0.13; communication: Cohen's d ϭ 0.10), with no effect on relationship stability. Therefore, although the effects of RE from efficacy studies are encouraging, including for low-income and minority couples, effectiveness studies of RE for these populations generally yield disappointing results. However, there is some limited evidence that RE curricula that have empirical support in efficacy studies can be effective when delivered more broadly in the community (Rhoades, 2015) .
Flexible Interventions
To overcome the barriers to intensive inperson couple-focused services, scholars have developed more flexible interventions. A specific focus has been paid to interventions that are cost-effective, less time intensive, and, in many cases, can be completed on the couples' own time and in the comfort of their own home. Several of these flexible interventions are reviewed in the following text.
Brief, In-Person Interventions
The Marriage Checkup (MC) is a 6-hr preventative intervention combining assessment and therapeutic feedback in an effort to reach struggling couples before problems become too severe (Cordova et al., 2005) . Though promising, the MC requires couples to attend in-person appointments, a known barrier to psychological treatment. Indeed, in investigations of the MC, a significant portion (27%) of couples dropped out prematurely, and these couples were generally more distressed in their relationships (Cordova et al., 2014) . Further, the effect sizes were in the small range (Cohen's d ϭ 0.11-0.39 across time points; M ϭ 0.23). The sample of couples participating in the MC also lacked diversity; more than 90% of couples were nonHispanic Caucasian and were well-educated. A more recent investigation delivered the MC through independent practice settings in Denmark. In this study, 44% of couples had at least one partner in the distressed range of relationship satisfaction. Effect sizes were somewhat larger than in the original study of the MC (Cohen's d ϭ 0.20 -0.48; Trillingsgaard, Fentz, Hawrilenko, & Cordova, 2016) . However, the sample represented well-educated couples from university cities; as a result, it remains unknown whether the MC is able to positively influence romantic relationships of underserved, minority populations.
DVD-Based Programs
The Couple CARE program provides materials through a combination of DVDs, workbooks, and phone appointments with a coach (Halford, Moore, Wilson, Farrugia, & Dyer, 2004) . Couples who completed Couple CARE reported improved relationship satisfaction (Cohen's d ϭ 0.41) and stability (Cohen's d ϭ 0.15) by the end of treatment. However, because the study sample lacked diversity, effects for underserved couples are again unknown. Finally, the potential reach of this type of intervention may be low for couples in the United States, with only 3% to 5% of individuals in help-seeking couples reporting interest in using DVDs or workbooks to improve their relationship (Georgia & Doss, 2013) .
Web-Based Interventions
A promising avenue that circumvents barriers associated with in-person programs are webbased interventions. In addition to their vast reach, online interventions allow individuals to access and receive treatment on their own time and in the privacy of their own homes. Compared with in-person classes, brief online relationship interventions are much more accessible to underserved groups. For example, 83% to 98% of African Americans (Smith, 2014) , 80% to 89% of Hispanics (Lopez, Gonzalez-Barrera, & Patten, 2016) , 67% of households with incomes Ͻ$30,000, and 79% of households with incomes $30,000 to $49,000 (Zickuhr & Smith, 2013) have either a smartphone or a home computer with broadband access.
One example of a web-based relationship program is the online version of the Prevention and Relationship Enhancement Program (Braithwaite & Fincham, 2007) . This RE program, originally designed as a premarital intervention, provides couples with communication and problem-solving skills and has demonstrated the ability to improve relationship satisfaction (Braithwaite & Fincham, 2011; Braithwaite & Fincham, 2009 ) and decrease IPV (Braithwaite & Fincham, 2014) . However, the effectiveness of the online version of Prevention and Relationship Enhancement Program among minority couples is currently unknown.
Another online intervention, the OurRelationship program (OR; Doss et al., 2016) -an online secondary prevention program for treating relationship distress-is based on the theoretical principles of IBCT (Jacobson & Christensen, 1996) . OR integrates emotional acceptance, problem-solving, and behavioral exchange strategies with the goal of improving relationship satisfaction. A recent randomized controlled trial with 300 couples demonstrated that OR was attractive to couples from all regions of the United States (Doss et al., 2016) and represented a population not often included in trials of couple intervention. For example, 63% of participants in the nationwide trial of OR reported having less than a bachelor's degree, 17% resided in a nonurban setting, and the sample closely matched the 2010 census with regard to ethnic and racial minorities (U.S. Census Bureau, 2013) . This diversity compares favorably with both in-person trials of IBCT and other research trials of couple prevention programs. Results from this trial showed that 86% of couples completed the entire program (Doss et al., 2016) . These numbers compare very favorably with retention rates demonstrated during the BSF and SHM initiatives, which is especially notable given that OR couples never had any in-person contact with project staff. It is unknown, however, whether the OR completion rate holds for underserved couples.
Results also demonstrated that couples in OR, compared with couples in the wait-list control group, experienced greater increases in relationship satisfaction ( 
Present Study
The present study explores the effectiveness of OR for underserved couples utilizing a sample of 300 couples described in Doss and colleagues (2016) . Given OR's demonstrated efficacy for the majority couples and its attractiveness to diverse, underserved couples, the purpose of the present study is to examine and compare relationship outcomes, individual outcomes, program satisfaction, and program completion rates for underserved couples following treatment. It is hypothesized that the amount of change in relationship and individual functioning for traditionally underserved couples will not be significantly different from improvement of nonunderserved couples. This hypothesis is supported by results from existing prevention (Owen et al., 2012) and couple therapy (Yi, 2007) efficacy studies. However, we did not make a hypothesis about differential treatment completion rates because previous research is mixed in this area. For example, although minority individuals are less likely to complete mental health treatment (Sue, Fujino, Hu, Takeuchi, & Zane, 1991; Warnick, Gonza-lez, Weersing, Scahill, & Woolston, 2012) , there were no significant differences in the completion of couple therapy (Doss et al., 2012) .
Method Participants
This study examines the couples enrolled in the randomized controlled trial of OR (Doss et al., 2016) . Among the participants (N ϭ 300 heterosexual couples; 600 individuals), 67.2% of individuals were non-Hispanic Caucasian, 17.2% African American, 10.2% Hispanic, 3.3% Asian/Pacific Islander, 0.7% American Indian/Alaska Native, and 1.4% biracial/other. The majority of the sample was in their midthirties (M ϭ 36.11; SD ϭ 9.58) and employed part-time (14.0%) or full-time (61.5%). The highest level of education for the majority of individuals was high school or less (30.5%), followed by some college or technical training (21.3%), a bachelor's (27%), master's (15.6%), or doctoral degree (5.5%). Median annual household income was $70,500 (M ϭ $97,738; range ϭ $0 -$1,400,000); 28% of couples reported an annual household income below 200% of the poverty threshold. In comparison, the 2010 U.S. Census data reported that 25% of households are below the poverty threshold, and 49% are below the 200% poverty threshold (U.S. Census Bureau, 2013). Couples were primarily married (80%), 6% were engaged, and 14% had lived together for more than 6 months but were not married/engaged. Couples had been together for an average of 9.72 years (Mdn ϭ 7.08; SD ϭ 8.34), and 73% had children (M ϭ 1.63, SD ϭ 1.52). The majority of individuals (85.6%) endorsed an initial relationship satisfaction score within the distressed range (Ͻ13.5 on the Couples Satisfaction Inventory-4 [CSI-4]; Funk & Rogge, 2007) .
To be eligible for the OR program, both partners were required to be 21 to 64 years old, in an opposite-sex relationship, residing in the United States, and be married, engaged, or cohabiting for at least 6 months. At least one partner needed to score within the distressed range on a measure of relationship satisfaction (Ͻ1 SD below the population mean) or both partners needed to score Ͻ0.5 SD below the population mean on relationship satisfaction (CSI-4; Funk & Rogge, 2007) . Couples were excluded from the study if either partner endorsed plans to divorce or separate; had an ongoing affair; had no access to a private, highspeed Internet connection; and showed engagement in ongoing couple therapy or refused to abstain from receiving couple therapy over the following 3 months. Couples were also excluded if either partner reported moderatesevere levels of suicidal ideation, or if either partner reported injury or fear resulting from IPV within the past 3 months. Couples excluded for suicidal ideation or IPV concerns were provided appropriate referrals and resources.
Procedures
All procedures in the present study were approved by the University of Miami Institutional Review Board. Recruitment, screening, and enrollment were conducted exclusively online through a mixture of organic search results (i.e., nonpaid listing appearing based on relevance to search term) and paid advertising. Google Adwords was used to recruit couples; an advertisement for OR appeared in the sponsored links section following a relationship-focused search (e.g., "free marriage counseling" and "how to prevent divorce"). Clicking an advertisement directed users to www.OurRelationship.com, where details of the program and research study were provided. If a user remained interested, he or she was directed to an online consent form and screening questionnaires. Once both members of a couple completed their respective screening questionnaires, the couple was scheduled to complete an initial appointment with a program coach. Couples were then randomized to the waitlist (N ϭ 149 couples) or intervention (N ϭ 151 couples) condition (see Doss et al., 2016 for recruitment and procedural details). Individual participants were compensated $10 for completing a midtreatment assessment and $25 for completing the posttreatment assessment.
Intervention
The OR program sought to translate the key interventions of IBCT into a three-phase online intervention, designed to be completed over 6 weeks. Phases are structured around the OUR acronym; observe the problem through objective feedback, understand the problem through an objective analysis, and respond by problem-solving and enacting behavioral changes. The observe and understand phases facilitate the development of emotional acceptance around the couple's core problem through the process of unified detachment. This IBCT technique encourages partners to move from blaming one another to seeing their core problems as a combination of both of their behaviors and that both are in pain. To accomplish this in OR, both partners develop a "DEEP Understanding" of the core issue. "DEEP" is another acronym which describes how differences, emotions, external stress, and patterns of communication influence and exacerbate the couple's relationship difficulties. Problem-solving and behavioral exchange are integrated into the respond phase. Couples use problem-solving strategies to change their own behavior and work together to solve remaining concerns. The respond phase also provides guidance on strengthening positive aspects of the relationship. The program concludes by displaying feedback on couples' improvement since beginning the program.
Couples are provided a "coach" to guide them through the program, provide feedback, and answer questions during four 15-min Skype or telephone appointments. In the first appointment, the coach welcomes the couple, provides technical guidance, and assesses the couple's commitment and availability for the program. The remaining three appointments occur at the end of each program phase when the coach discusses the couple's reactions to content, provides feedback, and encourages partners to share with each other. The total time spent by coaches with each couple across the four appointments was less than 1 hr (Mdn ϭ 50 min, M ϭ 51.32 min, SD ϭ 17.11; Doss et al., 2016) .
Measures
Couples assigned to the intervention and to the waitlist control group completed assessments approximately 4 and 8 weeks after completing an initial assessment. Couples randomly assigned to the intervention condition also completed within-treatment assessments of relationship (but not individual) functioning approximately 2, 3, and 6 weeks following the initial assessment.
Classification. If either member of the couple identified as a member of a minority racial/ ethnicity group (i.e., African American and Hispanic), the couple was coded as belonging to that group because interracial/ethnic couples tend to report health (Barr & Simons, 2014) and relationship (Hohmann-Marriot & Amato, 2008) difficulties consistent with the minority population. Couples residing in a zip code identified by the U.S. Census as at least 50% rural were classified as rural. Further, couples were classified as low-income if their annual household income below 200% of the federal poverty threshold. Finally, couples in which both partners had less than a bachelor's degree (i.e., 16 years of education) were classified as low education.
Relationship satisfaction. The CSI-4 item (Funk & Rogge, 2007) measures global relationship satisfaction, with scores Ͻ13.5 indicating relationship distress. The CSI-4 was developed using item-response theory analyses and converges well with other measures of relationship satisfaction (r ϭ .87 with the Dyadic Adjustment Scale, 2007). The internal consistency of the CSI-4 was high in the current sample (␣ ϭ .93).
Relationship confidence. Two items from the Confidence Scale (Rhoades, Stanley, & Markman, 2009 ) were used to assess this relationship functioning domain: "I believe we can handle whatever conflicts will arise in the future" and "I feel good about our prospects to make this relationship work." These items have been used in previous studies (2009) and demonstrated high internal consistency (␣ ϭ .88) in the present sample.
Positive and negative relationship quality. This eight-item measure (Fincham, & Rogge, 2010 ) assesses positive and negative dimensions of relationship quality by asking participants to separately rate four positive (e.g., enjoyable and alive) and four negative (e.g., bad and lifeless) characteristics using a 7-item Likert scale from "not at all" to "extremely." In the present sample, reliability was excellent for both domains (positives: ␣ ϭ .94; negatives: ␣ ϭ .93).
Depression. The Center for Epidemiologic Studies Depression Scale, 10-item, (Radloff, 1977) measures the frequency of depressive symptoms experienced during the previous week. In the present study, the measure showed good reliability (␣ ϭ .84) consistent with past studies that administered the Center for Epide-217 MODERATORS OF OURRELATIONSHIP PROGRAM miologic Studies Depression Scale over the Internet (e.g., ␣ ϭ .85; Graham et al., 2006) .
Anxiety. Symptoms of anxiety were measured using the seven-item Generalized Anxiety Disorder scale (GAD-7; Spitzer, Kroenke, Williams, & Löwe, 2006) . This measure rates the frequency of symptoms over the previous 2 weeks on a 4-point Likert scale. The seven-item Generalized Anxiety Disorder scale has excellent internal consistency (␣ ϭ .92; 2006) and demonstrates good test-retest reliability (r ϭ .83; 2006). In the current sample, the reliability was consistent with previous studies (␣ ϭ .91).
Perceived health. Participants rated their satisfaction with current health status on a oneitem measure from the Quality of Life-Brief (WHOQOL) developed by the World Health Organization (WHO). Participants were asked to rate on a 5-point scale over the last 4 weeks, "How satisfied are you with your health?" (The WHOQOL Group, 1998) .
Work functioning. This domain was measured with a one-item question, "Please rate your ability to function at work. If you do not work outside the home, please rate your ability to complete household tasks." The question was rated on a Likert scale from 1 (excellent) to 5 (poor), and responses were reverse scored such that higher scores indicate better work functioning.
Quality of life. Participants responded to a one-item question, "How would you rate your quality of life?" from the WHO Quality of Life-Brief (The WHOQOL Group, 1998 ) to assess quality of life. A 5-point Likert scale, with higher scores indicating higher quality, was provided.
Evaluation of services. The eight-item Client Evaluation of Services Questionnaire, a brief version of the larger Client Satisfaction Questionnaire (Nguyen, Attkisson, & Stegner, 1983) was administered during the posttreatment assessment to measure satisfaction with the OR. This measure was only administered to participants who were randomized to the program; participants were asked to respond to this questionnaire regardless of whether they completed the program. All items were measured using a 4-item Likert scale appropriate to the specific question. In the present sample, internal consistency of this measure was excellent (␣ ϭ .93).
Program completion. This outcome was defined as having completed all online activities. Couples were not required to participate in each coach appointment to be considered as program completers.
Missing Data
Relationship functioning data were missing at 7.9% of the time points (8.9% in the intervention condition and 6.0% in the waitlist condition). Data on individual functioning were missing at 6.3% of the time points (6.3% in the intervention condition and 6.4% in the waitlist condition). Of the individuals who did not complete the intervention, at least one measure of relationship functioning following the initial assessment was collected in 99% of cases, and a measure of individual functioning at the final assessment was collected in 95% of cases. Missing data were unrelated to condition (p ϭ .882), as well as to change in dependent variables (all p Ͼ .15). All available data were included in all analyses.
Results
As all individuals in the present study were romantic partners in a dyad, the data were nested and interdependent. As a result, multilevel modeling in hierarchical linear modeling was used (HLM 7.01; Raudenbush, Bryk, Cheong, Congdon, & Toit, 2011) , unless otherwise noted.
Differential Changes in Outcomes
The first goal of the present study was to examine whether changes in outcomes were moderated by race, ethnicity, income, education, or rural status. Each of the putative moderators were entered into separate three-level models, with time nested within individuals nested within couples. At Level 1, an intercept term and an uncentered linear time term were added. At Level 2, gender (0 ϭ female, 1 ϭ male; grand mean centered) was added as a control variable, and the random effect for the intercept was retained. At Level 3, couple-level variables were added as predictors of the two Level-2 intercept and slope terms. Couple-level predictors at Level 3 were condition (0 ϭ waitlist, 1 ϭ intervention; centered), a term for the specific underserved group of interest (0 ϭ not underserved, 1 ϭ underserved), and a condition-by-underserved group interaction term. Random effects were retained for intercepts only. Cohen's d effect sizes represent the difference in the amount of improvement between an underserved group compared with the nonunderserved group. Effect sizes were calculated by dividing the coefficient of interest by the pooled SD at pretreatment.
Results of the Time ϫ Condition ϫ Underserved interactions are presented in Table 1 ; full results of tests of the other coefficients are available from the authors. There were no significant moderation results in the amount of change in relationship satisfaction, relationship confidence, or relationship negatives. However, rural couples experienced significantly smaller improvements in relationship positives (p ϭ .041, d ϭ Ϫ0.06) compared with nonrural couples; the effect size was in the minimal range. Within individual functioning domains, results demonstrate that Hispanic couples, compared with non-Hispanic couples, experienced significantly greater improvements in perceived health (p ϭ .011, d ϭ 0.61).
Group Differences in Program Satisfaction
To examine group differences in the couples' evaluation of the OR program, a two-level model in HLM was used, with individuals modeled at Level 1 nested within couples at Level 2. Separate models were run for each putative moderator. At Level 1, an intercept term and gender (0 ϭ female, 1 ϭ male; grand-mean centered) were added for all models. At Level 2, dummy codes for each moderator were added as predictors of the Level 1 intercept. The random effect for the intercept was retained. 
Group Differences in Program Completion
The study also sought to examine whether program completion varied for underserved couples compared to nonunderserved couples. Logistic regression analyses were conducted in SPSS, as premature dropout was a couple level variable and did not require nesting in multilevel models. Effect sizes for these analyses were calculated by dividing the natural log of the odds ratio by 1.81 (Chinn, 2000) . Similar to previous analyses, separate models were analyzed for each group of underserved couples. Results demonstrated that Hispanic couples (odds ratio ϭ 0.24, p ϭ .009, d ϭ 0.79) and low-income couples (odds ratio ϭ 0.21, p ϭ .002, d ϭ 0.85) were significantly more likely than their nonunderserved counterparts (nonHispanic and higher income, respectively) to prematurely dropout of the OR program.
Discussion
Taken together, results demonstrated that an online intervention focused on improving relationship functioning may be delivered effectively to traditionally underserved couples. When the gains experienced by underserved couples were compared with those reported by nonunderserved couples, results indicated that underserved groups experienced relatively equivalent benefits. Indeed, across the 45 analyses predicting outcomes (five moderators by nine outcomes), only two were statistically significant-the number that would be expected by chance alone with an alpha of 0.05. Furthermore, one significant difference indicated better outcomes for an underserved group whereas the other indicated worse outcomes. Specifically, Hispanic couples experience larger gains in perceived health, whereas rural couples reported fewer gains in relationship positives. In addition, there were no differences between underserved and nonunderserved couples in their evaluation of the OR program.
Given these results, it is important to consider why both majority and minority couples generally benefited from the OR program. First, OR translated a traditional, in-person couple therapy approach with demonstrated strong empirical support for improving relationship functioning among distressed couples. IBCT has demonstrated positive outcomes at posttreatment (Christensen et al., 2004) , 2-year (Christensen et al., 2006) , and 5-year (Christensen, Atkins, Baucom, & Yi, 2010) follow-up. OR was likely successful because it was adapted from a treatment known to be effective and care was taken to ensure inclusion of the mechanisms found to be associated with improvement (Doss, Thum, Sevier, Atkins, & Christensen, 2005) .
Second, although OR did not specifically address difficulties experienced by minority couples that may cause, contribute to, or exacerbate relationship distress (e.g., discrimination and financial strain), program developers were mindful to represent diversity in media content. Participating couples saw pictures, descriptions, and videos inclusive of racial and ethnic diversity, which may have allowed for couples to feel represented and, therefore, more fully engage in the content.
Although improvements experienced by underserved couples generally did not differ from the majority couple, program completion analyses showed that Hispanic and low-income couples were more likely to prematurely drop out, consistent with examinations of premature termination within in-person treatments (Warnick et al., 2012) . The ways in which individuals access the Internet may explain retention differences. National Internet usage studies show that Hispanic individuals and individuals with lower income levels are more likely to access the Internet via smartphones rather than desktop or laptop computers (Horrigan & Duggan, 2015) . At the time these data were collected, OR was not yet compatible with mobile devices. Though this was explained to participants at the outset, minority couples may have found this to be a greater barrier to program completion. OR is now reformatted to be accessible on mobile devices to better reach and serve couples in need; an effectiveness trial for the revision is underway among low-income couples. Further, among Hispanic couples, it is important to consider the role of discrimination, acculturation, and related stress. The minority stress theory (Meyer, 2003) posits that individuals of stigmatized groups experience chronically high stress levels as a result of repeated exposure to prejudice and discrimination, which is consistent with the biopsychosocial models describing the effects of racial discrimination on chronic stress and coping among racial minority individuals (Carter, 2007; Clark, Anderson, Clark, & Williams, 1999) . In addition, the stress associated with adapting to a new culture while maintaining connection to the native culture is often associated with mental health difficulties (Thoman & Surís, 2004) . These constructs are also related to the development of relationship distress (Negy, Hammons, Reig-Ferrer, & Carper, 2010; Negy & Snyder, 1997) . Although the OR program includes psychoeducation and skills related to the role of stress within romantic relationships, it does not address the important issues unique to racial minority individuals. Subsequently, despite the OR program's efforts to display couples physically representing racial and ethnic minorities, Hispanic couples receiving the intervention may have felt that the concerns in their relationships were not wellrepresented.
In addition, an understanding of religion/ spirituality may provide insight into higher attrition among Hispanic couples. Studies show that 81% of Hispanic individuals are religiously affiliated and the majority describe religion as very important in their lives (Pew Research Center, 2015) . Furthermore, Hispanic (Culver, Arena, Antoni, & Carver, 2002) individuals rely on religious coping to a greater extent than non-Hispanics, and their religious involvement may operate as a barrier to the receipt of psychological treatment as religious counseling is viewed as a viable alternative (Crosby & Bossley, 2012) . Indeed, higher rates of premature termination from psychological treatment are found among more religious patients (Gurak, Weisman de Mamani, & Ironson, 2017) . It is possible that for Hispanic couples, the OR program did not meet their expectations, as the program does not discuss spirituality or religion in relationships or integrate its use as a form of coping with relationships difficulties, and thus these couples may have opted to not complete the program. However, if this were true, one would expect more differences in the amount of gains experienced by these couples to emerge. Alternatively, these couples may have continued to receive support and advice from religious sources and interpreted the OR program as adjunctive to their current methods of relationship improvement. As existing research has demonstrated the usefulness of religious practices within mental health (Rosmarin, Bigda-Peyton, Öngur, Pargament, & Björgvinsson, 2013) and couple-focused treatment (Lambert, Fincham, LaVallee, & Brantley, 2012) , retention may have been higher among Hispanic couples in OR had the program integrated religion/ spirituality.
Strengths, Limitations, and Future Directions
The study has several strengths worth mentioning. Most notably, it is the only study to date to assess the ability of an online program to improve relationship functioning among underserved couples. As web-based interventions are increasingly identified as a way to increase the reach of couple interventions to underserved couples (Doss, Carhart, Hsueh, & Rahbar, 2010) , it is critical to assess whether such programs-which pull from theoretical intervention models historically developed with nonminority couples-are effective for underserved couples. Further, given the technological requirements to access an online program, it is notable that low-income and rural couples effectively use the OR program. Second, this study utilized a large, diverse sample that enabled analyses of important subgroups. Finally, the study used a sophisticated, methodological, longitudinal design with frequent observations and appropriate analytical procedures (i.e., multilevel modeling) permitting more reliable estimates.
Despite these strengths, there are limitations worth noting. The study was adequately powered (0.80) only to detect medium-sized or larger effects in the analyses examining between-groups difference in outcomes. Although the general lack of medium-sized differences is reassuring, it may be that with greater statistical power, small but significant moderation results would have emerged. Future attempts to examine differences in treatment effectiveness should seek to obtain larger samples to detect effects. Small sample sizes of the underserved groups of couples also make the estimates of the effect sizes less reliable; future studies should seek to recruit large sample sizes of traditionally underserved groups to provide stability to these estimates. Although obtaining a large sample of underserved couples is challenging due to many factors, the results of the current study guided revisions to the OR program to improve its attraction and accessibility. A trial of the revised OR program among low-income couples is currently underway.
Further, a more nuanced approach in examining group differences may have revealed that certain combinations of minority and socioeconomic minority status experience the OR program differentially. For example, future research could compare treatment effects for African American couples who are also low income to effects for middle-upper class African American couples to more accurately understand the ability of online programs to improve relationship functioning across various combinations of disadvantage. The present study lacked the sample sizes necessary to have power to detect these more nuanced comparisons. Finally, couples with more severe relationship and individual difficulties (i.e., ongoing extramarital affairs and suicidal ideation) were excluded from the current study. Therefore, the findings described cannot be generalized to these couples. Despite these limitations, the preliminary results from the present study are promising in that the OR program appears to benefit couples across racial, cultural, and socioeconomic minority status.
Conclusion
In summary, this study demonstrated that the effects of OR-an online, secondary intervention for relationship functioning-tended to generalize to the underserved populations of African American, Hispanic, lower income, lower education, and rural couples. These findings are notable given that the OR program was not specifically tailored for cultural, ethnic, or socioeconomic minority populations. However, results also showed that despite experiencing positive effects, Hispanic couples and couples with lower income were more likely to prematurely drop out from the program. These findings have several implications for the future of flexible interventions. First, it is hoped that others seeking to demonstrate the effectiveness of couple interventions prioritize recruiting traditionally underserved couples to more fully ascertain the interventions' impact. Second, we believe that the web-based, time-limited, and coach-assisted aspects of OR significantly increased reach to underserved couples, though these factors were not enough to ensure equal rates of retention. To the extent it is possible, OR and other flexibly delivered programs are likely to better serve those in distressed relationships by acknowledging the unique issues faced by minority and low-income couples. Based on the current results and the subsequent revisions to the OR program guided by this study's findings, we believe the OR program will continue to provide all couples, including those traditionally underserved, an important avenue for improving relationship and individual functioning.
